Several surveys have noted the poor performance of junior hospital doctors in simulated cardiorespiratory arrest in adults. A further survey was undertaken to investigate inaccuracy and delay in the resuscitation of children. The results suggested that inaccuracy was a greater problem than delay.
Introduction
Recent surveys on resuscitation have focused mainly on adults rather than children and on practical skills rather than decision making. '-3 In children the main causes of cardiorespiratory arrest are different, and there are important differences in physiology and pharmacology. Two other factors, however, contribute substantially to the problems of decision making in children. The first is the variation in their size, which leads to difficulty in selecting the appropriate drug dosage, especially if the child's weight is not known. Secondly, as cardiorespiratory arrest is an infrequent occurrence, except in the newborn, each doctor's continued experience of it is limited and there is a tendency to forget recommended doses.
The following survey was undertaken to see whether inaccuracy and delay were serious problems in the use of drugs and equipment.
Subjects and methods
The survey included 34 A Psion Organiser II pocket microcomputer was used to generate the 15 questions in random order, and the answers were timed by using the computer's internal clock. Age was used in the questions, as this is often known in the accident and emergency department, whereas weight may not readily be available.
In order to assess accuracy standard answers were defined, based on the Resuscitation Council guidelines.4 Where the guidelines refer to doses per kg the 50th centile (median) weight at the particular age was used to calculate the standard answer. Two ranges of "acceptable answers" were defined for each question, as shown in tables I-V. The second range was particularly generous, allowing four sizes ofendotracheal tube (from two sizes too small to one size too large) and a fourfold range of answers for drug and defibrillation dosages (from half to twice the standard answer). The relation between accuracy and the speed of answer was investigated by using Spearman rank correlation tests.
except for endotracheal tube size in 7 year olds, for which the Spearman rank correlation coefficient was +0-62. Psychiatric morbidity of a long stay hospital population with chronic schizophrenia and implications for future community care D A Curson, M Patel, P F Liddle, T R E Barnes Abstract In the United Kingdom there are plans to close most mental hospitals over the next 10 years. There is continuing uncertainty about the effectiveness of community psychiatric services that will be expected to cope with mental hospital inpatients after discharge, most of whom have schizophrenia. A survey was conducted to assess the severity ofillness among such patients and implications for their future care. All 222 patients in non-psychogeriatric long stay wards of a mental hospital who met research diagnostic criteria for schizophrenia were interviewed by two psychiatrists with the comprehensive psychopathological rating scale to establish the prevalence of psychiatric symptomatology. A complete interview was not possible for 28 patients, mainly for reasons related to their schizophrenia. Despite energetic pharmacological and social treatments almost half of the 194 patients interviewed had enduring florid psychotic symptoms that presented as one or more delusions or auditory hallucinations, or both, and a sizable proportion showed behaviour that would set them apart in a community setting. The results illustrate a problem that is still imperfectly understood by policy makers and administrators in central and local government and in health authorities who are responsible for planning and implementing services for psychiatric care in the community.
Introduction
In Europe and North America discharge of patients with chronic schizophrenia from mental hospitals began in the 1950s, before the widespread use of antipsychotic drug treatment. Avoiding admission, or early discharge, combined with domestic and industrial rehabilitation in open hospitals may prevent the accumulation of long stay "institutionalised" patients and allow a proportion of them to return to full participation in community life.' The "therapeutic community" movement,2 best seen as an ideology rather than a therapeutic theory, did not originate in mental hospitals but spread to them later and, along with concern about institutional neurosis,3 the social breakdown syndrome,4 and asylums,5 had a considerable impact socially and politically. Thus the community care movement was born. In patients with chronic schizophrenia the success of such care depends on the validity of sociological theories about the causes of defect states; the effectiveness of new drug treatments in alleviating the acute and often bizarre symptoms of mental illness; the patients' compliance with both drug and social treatments; and the provision of suitably staffed amenities such as day hospitals, day centres, industrial units, and local hostels. Generally the many thousands of patients with schizophrenia discharged from long stay wards in mental hospitals over the past quarter of a century have been those least impaired and most responsive to drug and social treatments. In the light of continuing uncertainty about the efficacy and effectiveness of community psychiatric services6 we describe a recent survey ofan entire population oflong stay patients with chronic schizophrenia in Horton Hospital, Epsom, a hospital scheduled to close within the next 10 years. 
